Bony metastases are common in carcinoma of the breast, and the femur is a frequent site. Miller3 found that 46% of patients with metastatic bone disease from carcinoma of the bread had femoral metastases. The deposits are radiosensitive. A pathological fracture is not uncommonly the presenting feature of secondary spread of breast cancer, and indeed bony metastases can be the first symptom of the disease itself.
Tumours detected by mammography that are not palpable are smaller and more likely to be non-invasive (in situ) than palpable lesions4. However, as our patient demonstrates, the primary may be undetectable by manual palpation even when secondary deposits are present; thus, in the search for occult primary carcinomata, mammography should be considered.
The mechanism of our patient's shin pain remains unclear. The iliotibial band is a thickened area of fascia linking the ilium and the lateral tibia5. Shortening of the band has been implicated in failure of trochanteric bursitis to respond to corticosteroid treatment and it is possible that the distal insertion of this structure was responsible for our patient's pain. Another possibility is referred pain, or pain due to infiltration of the sciatic nerve.
Malignant disease should be remembered when lateral hip pain does not respond to local injection of corticosteroid. Isolated false aneurysms of the innominate artery resulting from penetrating trauma are rarel2. We present one such case that was successfully managed by resection and interposition grafting and emphasize the importance of arch aortography in the management of penetrating thoracic trauma.
Innominate artery false

CASE HISTORY
A 17-year-old male was accidentally shot in the neck with an air rifle (calibre 3 mm) at a range of 4 m and was seen within three hours of injury with haemoptysis. There was no history of syncope, respiratory distress, dysphagia, dysphonia, haematemesis or cyanosis.
The blood pressure on admission was 130/70 mmHg, pulse rate 76/min and respiratory rate 1 6/min. All peripheral pulses were felt. There was a 3 mm entry wound in the suprasternal notch. There was no exit wound, nor was there any subcutaneous emphysema. The chest and abdomen were normal on examination. There was no neurological deficit. The initial haemoglobin was 15.3 g/dL and biochemical indices were normal. Chest X-rays revealed the presence of a pellet lying behind the trachea, above and to the right of the carina. Mediastinal widening suggested a haematoma. The lung fields and cardiac outline were normal.
The patient remained stable and did not have any further haemoptysis. A contrast-enhanced computed tomographic scan of the thorax confirmed the presence of a pellet and a superior mediastinal haematoma. No obvious great vessel disruption was noted. A subsequent chest X-ray did not show any increase in size of the mediastinal haematoma. This was followed up with an arch aortogram that demonstrated a small false aneurysm of the proximal innominate artery without extravasation of contrast (Figure 1) .
The patient subsequently underwent surgery. A median sternotomy was performed and the incision was extended to the right supraclavicular region. A 3 mm disruption in the wall of the proximal innominate artery was identified, plugged with clot. Adjacent structures including the right recurrent laryngeal nerve and trachea were undamaged. The segment of the innominate artery bearing the false The patient made an uncomplicated recovery and was discharged on the sixth postoperative day. He was well when seen one year after discharge. COMMENT Trauma to the innominate artery is rare and the actual incidence is not known because a large proportion of patients exsanguinate before being treated1. Penetrating trauma to the innominate artery is almost five times more common than blunt trauma2 and the case fatality rate in treated patients is as high as 38%3. Multiple injuries, including multi-vessel trauma, are seen in 65% of patients2.
Up to one-third of patients with penetrating trauma at the base of the neck resulting in vascular injury have no diagnostic signs4. Clinical signs, when present, include evidence of external or internal haemorrhage, bruits, distal pulse deficit and neurological deficit. Chest X-rays are important since they can show the position of the projectile and help in deduction of the path traversed. Widening of the superior mediastinum is seen in 57-92% of patients4'5, but a normal mediastinum does not rule out major vascular trauma5. Chest X-rays also help detect rib and clavicular fractures, haemothorax and pneumothorax.
Computed tomography can identify mediastinal haemorrhage and aortic injuries, but is not very useful in identifying injuries to the branches of the aorta5 (as illustrated here).
Angiography is the diagnostic gold standard in the stable patient6'7 and helps detect clinically silent injuries. Ideally, all stable patients who, on the basis of clinical evaluation or chest X-ray, have an injury in proximity to a major vessel should undergo angiography6'7. False aneurysms are the most frequent finding, though vessel wall irregularity, extravasation, occlusion and arteriovenous fistulization have been reported.
Once the injury has been diagnosed, the patient must have a surgical exploration. A median sternotomy is the favoured approach since it provides excellent exposure of the innominate artery2'3. Associated injuries can be dealt with. Cardiopulmonary bypass is almost never required2'3'7.
Reconstruction is achieved by debridement and primary repair, excision and end-to-end anastomosis, interposition grafting or a saphenous vein patch2'3'7.
